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DOCTORS AND MONEY 


The financial problem of the physician dur- 
ing this war time has been subjected to scrutiny 
in various places. Some time ago these columns 
dealt with one phase of the matter. It becomes 
clear that the problem is not a local one, as 
shown by various articles in other medical 
journals. The latest comment seconds the at- 
titude of this writer, as expressed in a recent 
editorial’. The Western Journal of Surgery, 
Obstetrics and Gynecology has this to say: 

‘We have led up to a delineation of the 
eut-and-dried, cold blooded, self-interested ci- 
vilian physician who now sees the opportunity 
to withdraw from strenuous practice by the 
use of high fees. This is generally an able man 
of established reputation who cuts down his ef- 
fort and hikes his income—not because of sheer 
necessity but because of selfish regard for his 
own interests and by conscienceless use of the 
unfortunate emergency. This man makes a 
nasty profit from an unpleasant situation by 
which others suffer. He makes concessions to 
no one but himself, and his practice is the 
apothesis of dispatriotism. 

“*Also for the hall of ignominy we nominate 
the sly practitioner who uses an easy-innuendo 
to destroy the status of the patient’s former 


physician. This individual seeks and too often 
succeeds by clever asides and a supercilious at- 
titude to undermine the status of the patient’s 
former doctor in his own interest. He is out 
for a permanent place in the sun. He will do 
well only so long as he meets no adequate com- 
petition. He is a disreputable profiteer. The 
truth is that his days in the sun will be num- 
bered. He had his prototype in the last war. 
Regardless of the financial security this individ- 
ual in the future as in the past and present, 
must proceed furtively and unhappily among 
his decent contemporaries. 

‘*Fee schedules to war workers deserve spe- 
cial attention. Unusually high incomes to per- 
sons not accustomed to them have led to cer- 
tain unsound financial practices by physicians. 
It is taken for granted that war workers are 
routinely in the high salaried brackets. The 
assumption is frequently correct but does not 
lead to the corallary that all of the individuals 
may justly be charged an exorbitant fee by the 
civilian physician. Leaving aside the opportun- 
ists in this group whom one may fairly term 
‘in the money,’ so many of the people now mak- 
ing high wages have for so long made so little 
that they may not justly be subjected to in- 
ordinately high fees. Leaving aside the stupid 
few who fling their money about with their 
weight in this new and disordered era, we must 
consider the solid majority who: (1) are paying 
off their former debts (physicians themselves 
will attest to this) ; (2) who are justifiably try- 
ing to provide a decent pittance for some sort 
of future comparable to that which the lowliest 
professional man demands for himself and his 
family ; (3) who must split their income for in- 
creased taxes and living costs; (4) who pay the 
profession the compliment of insisting on their 
own selection of physicians and the legitimate 
physician-patient relationship—that is to say, 
they seek the individual physician rather than 
hig regimented and industrialized contempor- 
ary. 

‘*A common but thoughtless phrasing of the 
matter is as follows: ‘This is a war worker; 
he has plenty of money. He will spend it badly 
in any event. Why not soak him?’ This is a 
cheap and vulnerable psychology. At this point 
it may be well to point out an underlying tenet 
in this matter of physicians’ charges. Is it not 
true that the wise physician will find a grace- 
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ful way to fit the income from his practice to 
the needs of his own living? So long, then, as 
he is assured a graceful living and, in facet, 
under any circumstances, he will vielimize no 
one regardless of their susceptibility. This 
thesis, translated into terms of the present 
emergency, avers that war workers may with 
justice be charged a decent and consistent in- 


crement upon their increased pay: but this in-— 


crement must take into account all of the above 
mentioned factors. Any other course of action 
may constitute by the physician a serious breach 
of wartime financial etiquette—and will only 
add another barb to the arrows of the advocates 
of regimented medicine. It is the flagrant in- 
stance of this sort of thing which is the meat 
of the argument of the advocates of state medi- 
cine. Physicians do well to deal wisely and 
considerately with this problem, first, in the 
interest of ethics in its best sense, and again, 
in the interest of the continuation of medical 
practice in what most of us consider its best pat- 
tern.”’ 

So, that is something else to think about! 


\“Pee-Triplers’’ (Editorial), S. W. Med., 27:1, January (1943). 


THE HOME FRONT 

The other day we heard a young doctor in the 
service make the statement that the fellows at 
home were ‘‘mortally cleaning up’’ at the pres- 
ent time. He intimated that the home front 
boys had it pretty soft, and that he, with his 
fellows in the service, was getting the raw end 
of the deal financially. Well, two observations 
could be made about that. One, which the doe- 
tors back home will be pleased to hear, is that 
this young man is by no means typical in his 
mental slant of the large body of doctors now 
serving in the Army and Navy. The other 
comment is that most of us realize just how 
tough the present situation is on the home front 
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doetors.. This writer, at least, thinks that the 
fellows back home are carrying the flag just 
as high as are the lads in uniform. To the point 
is the following recently published in the St. 
Louis Globe-Democrat : 

‘*Among the unsung heroes of this war are 
the doctors who serve mankind right here at 
home. Not-able to enter into the service for our 
armed forces because of family dependents, or 
age, they’ve gallantly taken on three or four 
times the practice to which they were accus- 
tomed (and physically conditioned) during 
peace time, and they are working at. such break- 
neck speed that their energy and their health 
are fast becoming affected. 

‘‘Up in the morning at 6 o’clock when the 
skies are as black as pitch . . . off to the hos- 
pital to perform two-or three operations : . 
house visits here and there, and all over the 
town on patients too ill to come to the office, 
or loathe to use their gas . . . emergency ealls 
catching up with them at every stop ... A dash 
to the office where 30 or more irritable people 
await to recount their ills and their woes—even 
their financial or domestic troubles . . . con- 
stant demands on the telephone .. . a bite of 
uninteresting food sent in from a nearby drug 
store, sandwiched between patients, swallowed 
in gulps. ... At last, a brief breathing space 
when the last patient has finally been eared for 
... but more calls to be made on the bedridden 
... then afternoon office hours again (this time 
from 4 o’clock till heaven knows when), with 
emergency requests pouring in to ‘come here— 
come there at once—at once!’ : 

‘*No time for dinner, no time for family, no 
time for home. . . . They’re worked beyond all 
human eapacity, these soldiers of the medical 
profession, in their gallant and uncomplaining 
service to mankind on the home front. ... A 
salute to them, and ‘God bless you, every one!’ ’’ 


Rheumatic Heart Disease in Arizona 


A. N. SHOUN, M. D. 
Benson, Arizona 


A general practitioner must approach a dis- 

eussion of the subject of rheumatic heart 
disease with a certain degree of temerity. for 
it isa subject needing the guiding hand of stud- 


Read before 52nd Annual Session, Arizona State Medical 
Association; Tucson. April 30 - May 1, 1943. 


ents who aie especially trained in diagnosis and 
treatment of it as a disease. Yet as a disease 
essentially of childhood, and one sufficiently 
insidious in its initial symptomatic manifesta- 
tions as to require only the simplest remedies to 
alleviate or even to go unnoticed, the general 
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practitioner is likely to be the first one con- 
sulted, and upon him resis the responsibility of 
early diagnosis and treatment. The general 
practitioner must be keenly aware of the dis- 
ease. It must be considered in the differential 
diagnosis of any acute illness of childhood. Fail- 
ure of proper diagnosis and treatment may 
mean a cardiac cripple, while an unwarranted 
diagnosis may result in a psychic invalid or an 
individual with the stigma of ‘‘heart disease’’ 
attached to him throughout life. 

This is not purported to be a discussion as to 
the means of diagnosis or treatment or control, 
but rather an attempt to indicate the importance 
of rheumatic fever and rheumatic heart disease 
in this state, and to plead that an intelligent and 
large-scale study of the disease be instituted. 


EXISTENCE IN ARIZONA 

That rheumatic fever.exists in Arizona as an 
endemic disease, there seems to be no question. 
It is found in children who have been born 
and reared here, and it continues to occur in 
them as well as in those who come to Arizona 
with and without the disease. 

The incidence of rheumatic fever and rheu- 
matic heart disease in this state is not known. 
How frequent are the occurrence and the re- 
currence and how severe is the disease for this 
area must be estimated. Individual observers 
are limited by their geographical location, and 
by their clientele, whether it be made of Ari- 
zona-born children, children of Spanish-Ameri- 
can derivation, or children who have come here 
from elsewhere. 

Further difficulty is added to the estimation 
of rheumatic heart disease’ by the lack of ade- 
quate and properly standardized criteria of 
diagnosis. Before a satisfactory approach is 
made to the study of the disease from the stand- 
point of a large survey, or in the care and in- 
dividual treatment of patients, the students of 
rheumatic fever must try to give practical cri- 
teria of diagnosis to the medical profession 
which will be sufficiently simple and available 
to ensure uniform usage. Rheumatic fever in 
its acute manifestations presents many diagnos- 
tic problems. The diagnosis is usually thought 
of in the terms of polyarthritis, carditis, chorea 
and murmurs. But these are only the more 
common symptoms and signs, while much less 
suggestive ones of ‘‘*abdominal pain, acute ex- 
acerbations of fever, consistently rapid pulse, 
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anemia, epistaxis, failure to gain weight, hema- 
turja, subeutaneous nodules, erythematous and 
purpurie skin spots, pneumonitis, precordial 
pain, transient precordial friction rubs and easy 
fatigability’’ may be evidences of rheumatic 
activity. 

The notorious protean nature of the disease 
may at times defy diagnosis under the most 
favorable circumstances until prolonged obser- 
vation and adequate laboratory studies reveal 
the nature of the infection. 

Therefore, any individual report upon the 
disease must necessarily be partly in the nature 
of impressions rather than precise statistics. 

INCIDENTS IN OTHER AREAS 

Before considering the incidence of the dis- 
ease in Arizona, there should be borne in mind 
the relative frequency of the disease in other 
areas. 

In only a few places has rheumatic fever been 
a reportable disease. As a result, it has been 
necessary for students to form estimates of its 
prevalence. “Hedley has done this in analyzing 
the cardiac deaths between the ages of 5 and 
24 years over the period of 1922 to 1936 for the 
entire United States. The value of his data 
rests on the assumption that most of the car- 
diae deaths in this age group have rheumatic 
fever as a basis. The comparison of the mean 
annual death rate per 100,000 for heart disease 
in the 5 to 24 age group for representative states 


was: 

New York _... —_ New Mexico _...... 16.0 
16.0 
Pennsylvania Arizona 140 
Montana 19.5 


The highest rates were found in the Moun- 
tain states with Utah showing a rate of 35 per 
100,000 deaths as the highest for the United 
States, and New Mexico and Arizona the lowest 
for this area. 

This correlates fairly closely with the recent 
report of the Metropolitan Life Insurance Com- 
pany as to deaths from rheumatic fever and 
rheumatic heart disease throughout the United 
States. This study‘ showed that the greatest 
death rate was in the Middle Atlantic area and 
in certain of the Mountain States, with Arizona 
having a rheumatic fever death rate of 5.86 
per 100,000. 

In the states of New York and Pennsylvania, 
it is estimated’ that 0.7% to 1.0% of the school 
population have rheumatic heart disease. 
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As to the number of cases of rheumatic heart 
diseases in the United States, about 900,000 
cases is given as an estimate’. It is noteworthy 
of mention that studies also show a gradual de- 
cline of rheumatic fever and rheumatic heart 
disease since the 1920’s, although some of the 
heart deaths being registered now are undoubt- 
edly a reflection of the high rheumatic fever 
incidence before that time. 


RHEUMATIC FEVER AS A PUBLIC 
HEALTH PROBLEM 

Rheumatic fever presents a definite problem 
in public health. Whereas the public health 
agencies have stressed the great importance of 
the study and control of diphtheria, small pox, 
whooping cough, tuberculosis, poliomyelitis and 
the veneral diseases, proper cognizance has not 
been given (I believe admittedly so) to the im- 
portance of rheumatic fever. As an estimate 


of its relation in importance to other diseases, 
in New York City, it was found’ that there was 
a ratio of 4.5 deaths from rheumatic fever and 
rheumatic heart disease to 1 of all causes of 
deaths from scarlet fever, diphtheria, measles, 
whooping cough, epidemic meningitis, and po- 


liomyelitis. In Philadelphia, a ratio of 3.6 to 
1 was reported for these same diseases. How- 
ever, in Arizona in 1940, this ratio was 1 to 1.75. 

Undue emphasis. has definitely been placed on 
such diseases as poliomyelitis. It is likewise 
true that rheumatic fever, which is as complete- 
ly erippling and which is so much more com- 
mon, has not received its proportionate atten- 
tion as a public health problem. It is fortunate 
' that it has recently been made a reportable dis- 
ease in Arizona. If this important step had 
been taken by Arizona 20 years ago, a clearer 
picture of the status of the disease would be at 
hand. 


RHEUMATIC FEVER IN THE 
BENSON AREA 

This report of rheumatic fever and rheumatic 
heart disease in the Benson area is taken from 
my experience. It is dependent upon the peo- 
ple living in the San Pedro Valley including the 
small towns of Benson, St. David, and Pomerene 
and the surrounding country. The total popu- 
lation of this district is some 2560 persons. The 
majority of the people living there have been 
born and raised in the locality and others for 
the most part have lived there for a number of 
years. As the only physician there, there is 
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scarcely a person who, through one channel or 
another, does not come at some time under my 
observation. Therefore a report can be made 
with a good degree of accuracy if the interpre- 
tations can be taken at face value. 

In this area, there are some 690 children in 
the school population. In the course of the an- 
nual physical examinations, it was found that 
there were 39 who ‘showed some abnormality 
of the heart. Of these, 6 were classified as hav- 
ing definite functional heart murmurs; 20 were 
found to have heart murmurs, but doubtful 
evidence of organic heart disease; 8 had some 
degree of enlargement of the heart; and 5 were 
classified as having organic valvular heart dis- 
ease. 

In these last two groups, which show heart en- 
largement and valvular disease (total, 13 cases) 
a percentage of 1.88 for the school population 
is reached. If we may assume that this is rheu- 
matie in origin, when compared with reports 
from eastern states, in which 0.7 to 1.0% is the 
finding for this group, the percentage is ex- 
ceedingly high. But to narrow the number 
still further, I feel that only cases which can 
give valid history of attacks may justifiably be 
reported. Of these there are 7. These cases 
presented nothing remarkable in their onset or 
their course, except that 2 cases are recorded 
as having ‘‘a systolic murmur at the apex of the 
heart’’ on the school records before the observed 
attack occurred. All of the observed cases can 
now be classified as having had ‘‘mild’’ rheu- 
matic fever and very little heart damage They 
are all able to carry on normal activities of 
childhood without evidence of cardiae distress. 
(Functional classification I. Therapeutic Clas- 
sifiation, A). This is an incidence of 1% in the 
school population which showed definite history 
and clinical findings. This does not include 
2 cases of chorea in which evident damage to 
the heart did not oceur. Therefore, there is as 
much evidence of rheumatic heart disease in the 
Benson area per capita of school age children 
as there is in New York and Philadelphia. 

Notwithstanding that there is this comparable 
incidence, and that in the cases observed, there 
were two possible recurrences, one is impressed 
by the absence of advanced rheumatic heart 
disease in adults. To my knowledge, there are 
only 2 such cases in this area. In making pre- 
employment industrial examinations, examin- 
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ations for the Selective Service, and in the 
coarse of a general practice, the occurrence of 
“*heart murmurs’’ per se continues to be ap- 
proximately the same as that in the school age 
group. Histories seldom if ever reveal mul- 
tiple attacks of ‘‘rheumatism.’’ Yet if the na- 
tural history of rheumatic fever were to hold 
true in the Benson area as in some of the 
eastern states, there should be more cases of 
adult rheumatic heart disease. 


ESTIMATION OF INCIDENTS 
IN ARIZONA 


As has been stated previously, there are no 
precise statistics as to the actual incidence of 
rheumatic fever and rheumatic heart disease 
in Arizona. Any attempt to canvass the in- 
dividual physicians of the state as to case in- 
cidence would be futile, due in part to the re- 
cent depletion of the ranks of the profession and 
the increase in population in various centers of 
industry and military activity. Therefore one 
must continue to use the unsatisfactory (and 
highly dangerous) method of estimation. 


It has been estimated from the studies of J. 
R. Paul (‘and ref. 12) that there are 1,100,000 
cases of rheumatic heart disease in the United 
States. From the 1930 death rate of valvular 
heart disease reported by the Metropolitan Life 
Insurance Company, Swift has estimated that 
there were 900,000 cases of valvular heart dis- 
ease in 1940, which he assumes is due for the 
most part to rheumatic fever. If this figure is 
applied to the population of Arizona in 1940, 
there is an incidence of 3,461 cases of valvular 
heart disease. 


Wyecoff and Lingg have estimated the per- 
centage of deaths-in the various age groups due 
to rheumatic fever in New York. If these per- 
centages are applied to the cardiac deaths in 
Arizona for 1940, which totaled 1007, the 
deaths due to rheumatic fever would be 108. 
To use the factor of 15 as suggested by Swift, 
upon these deaths, there would be an estimated 
1620 cases of rheumatic heart disease in the 
state in that year. Actually, the Arizona Bu- 


reau of Vital Statistics reported that there 
were 55 deaths due to chronic rheumatic heart 
disease and 5 deaths due to acute rheumatic 
fever. If Swift’s factor is applied to this total 
of 60 deaths, an estimated 900 cases existed in 
the state at that time. 
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A search of the individual death certificates 
for- 1942 revealed that there were 76 deaths 
from valvular heart disease. The factor of 15 
applied to this figure would give an estimated 
1140 cases for 1942. Swift, in his article, sug- 
gested that his method of estimation was con- 
servative, and, indeed, ii was about one half of 
the estimate for the United States as determin- 
ed by other students. Therefore this estimate 
for Arizona is probably low. 

If we may apply the known case-incidence of 
rheumatic heart disease in the Benson area to 
the whole state, an estimated number of rheu- 
matic heart disease cases would amount to 1904. 
This is higher than some of the estimates made 
from the reports of the Bureau of Vital Statis- 
ties, but it must be borne in mind that there also 
seems to be a high incidence of recovery or ‘‘ar- 
rested’’ cases which would not influence the 
death rates nor would be likely to appear in the 
vital statistics. 

It is noteworthy of mention, when statistics 
of this type of disease are considered, that in 
reviewing the deaths from chronic valvular 
heart disease and rheumatic fever in the 5 year 
to 24 year age groups from the Arizona Bureau 
of Vital Statistics, that one is reminded that 
many of the residents of this state have come 
to Arizona with the disease having been pre- 
viously contracted. In this age group, it was 
found that in one half of the instances, (44%) 
the disease had been contracted before the in- 
dividual had come to Arizona. This propor- 
tion held true for the years of 1939, 1940, 1941 
and 1942. There was no appreciable difference 
in the incidence of deaths as to whether the in- 
dividuals had been born in Arizona and had 
contracted the disease, or in those who got the 
disease after coming to the state. The most 
striking fact to be concluded from this study is 
that in the 5 to 24 age group, those dying of 
rheumatic fever and rheumatic heart disease 
who were born in Arizona made up only 23.5% 
of the total deaths in this age group. I believe 
that this finding is indeed significant in that 
it would indicate the mildness of the infection 
as found in the natives of this state. While 
these findings may not influence the case in- 
cidence to any great extent, it would seem to in- 
dicate that those who contract the disease while 
in this state do have a better chance for recovery 
from the progressive disabling effects of the 
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dicease than they might have in some other 
states. 
Con- Born 
tracted Outside 
Ariz. Outside Contracted 
Born of Ariz. in Ariz. 
1939 — 14 to 24 years — 14 Cases 2 5 7 
1940 — ” 5 5 5 
1941 — 4 9 q 
1942 — 2 6 3 
22.8% 44% 
of total of total 


Further discussion on this point would in- 
volve the influence of climate upon the disease. 
This question can only be appreciated after an 
intelligent and long-range survey is instituted 
and concluded. 

COMMENT 

In comparing rheumatic heart disease in Ari- 
zona with that in other states, it is seen that it 
is here in endemic form. There cannot be much 
doubt that here the disease is present less of- 
ten in the ‘‘severe’’ form than in some other 
states and that the incidence of recovery of 
healing is probably high. Recurrences are few- 
er than in some other areas. 

Nevertheless, rheumatic fever and rheumatic 
heart disease do present definite problems. To 


the student of research, it presents the problem 
of etiology, diagnostic tests, and means of pre- 
vention. 


To the public health agencies, it may 


SOUTHWESTERN MEDICINE 


June, 1943 


present a problem that needs attention from the 
standpoint of epidemiology, control and statis- 
tical study. The concern of the general prac- 
titioner relates to its frequency, the occasional 
difficulty of diagnosis and the need for more de- 
finite diagnostic tests. He may well be con- 
cerned in this area as to whether he should use 
chemotherapeutic agents as prophylactics in 
preventing recurrences, or whether such use of 
the drugs such as the sulfonamides is unneces- 
sary or unwarranted. In some instances, he 
undoubtedly looks forward to the time when he 
may refer convalescent rheumatic fever patients 
to institutions staffed and equipped for this 
special purpose. 
SUMMARY 
1. A report of the incidence of rheumatic 
heart disease has been given for an area in 
Southern Arizona. 
2. An estimation has been made of the number 
of eases of rheumatic heart disease in the 
state. 
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Relief of Allergic Premenstrual Headache 
PRELIMINARY REPORT 


Kk. W. PHILLIPS, M. D. 


Phoenix, Arizona 


REMENSTRUAL headache, usually of the 

migraine type, is a common ailment among 
women. It varies in intensity and duration 
from a few hours of marked discomfort to a 
disabling illness lasting for two or more days 
each month. The headache may be accompanied 
by nausea, vomiting, vegtigo and visual distur- 
baneces; less frequently by pruritus or urticaria. 
Premenstrual tension, while it may occur with- 
out much headache, more frequently precedes 
the migraine. This is a condition of more or 
less irritability, emotionalism, sleeplessness and 
temperamental change. Malaise and vaguely 
localized pains and discomforts are not unusual. 
Girls and young women may exhibit an aecni- 
form eruption on the face, particularly on the 


Read before 52nd Annual Session, Arizona State Medical 
Association; Tucson, April 30 - May 1, 1943. 


chin. These manifestations, varying widely 


in degree, may be present for as long as a week, 


until they culminate in the headache and are 
ended by the catamenia. 

Women whose responsibilities are limited to 
the home customarily make the necessary ad- 
justments and accept these discomforts and 
disabilities, if they are not too severe, as part 
of the fate of their sex. Some get relief from 
the coal tar analgesics, others require ergota- 
mine tartrate; the ones who suffer worst retire 
to darkened rooms and bear it as best they ean. 
Only their immediate associates are affected 
by their monthly disabilities. But now, with 
the increasing employment of women in essen- 
tial industries, this recurring impairment of ef- 
ficiency or absence from work presents in the 
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aggregate a considerable industrial problem. It 
is believed that this justifies the publication of 
work which, while unfinished, appears to offer 
a promise of relief to women who are subject to 
premenstrual tension and periodic migraine, 
and who show evidence of sensitivity to their 
own hormonal secretions. 
METHOD 

My interest in this subject was engaged 

through accident. An allergic woman patient 


suffered from severe menorrhagia and metror- 


rhagia ;\Synapoidin was administered intramus- 
cularly in the usual dosage and shock resulted. 
After her recovery it was demonstrated that she 
was sensitive to this gonadotropin, and the spe- 
cificity of this sensitization was established by 
passive transfer. Enough control tests were 
done to show that males, female children below 
the age of puberty, and the majority of women 
react negatively to intradermal tests with di- 
luted Synapoidin. Because of the probability 
that other allergic women might be similarly 
sensitized, a report’ of this case was published. 

An attempt was then made to desensitize the 
patient with small intradermal injections of this 
gonadotropin. This was done in an effort to 
control her dysfunctional bleeding, which pre- 
viously had resisted all treatment except the 
intrauterine use of radium. It was found that 
0.02 ee of a 1:5 dilution was at first the maxi- 
mum dose tolerated. Tolerance gradually was 
increased to 0.25 ee of this dilution. This dose, 
administered occasionally along with treatment 
for her other allergic conditions, has restored 
normal menstruation, without premenstrual ten- 
sion ‘or headache. 

Clinical desensitization having thus been 
shown to be feasible, the test was made routine- 
ly on all females between the ages of 12 and 60 
years who were examined or treated for allergic 
sensitivity. They sought relief from various ail- 
ments such as hay fever, asthma, atopic derm- 
atitis and migraine, but none specifically from 
premenstrual headache. The test employed was 
the intradermal injection of not more than 0.02 
ee of a 1:5 dilution of Synapoidin. The dilut- 
ing fluid was 5% glucose, which was the solvent 
in which other testing materials, used at the 
same time.and in the same way, were dissolved. 
Thus there were always negative controls. Only 
those reactions with typical wheal, flare and 
itching were recorded as positive; weak or 
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doubtful reactions were read as _ negative. 
Judged by this standard, 25 women reacted 
positively to this gonadotropin. All of these 
positive reactors showed evidence of other al- 
lergies as well. More than half of the much 
larger number of women who reacted negative- 
ly to Synapoidin were likewise demonstrably al- 
lergic. It should be considered, in evaluating 
these figures, that my clinical material was lim- 
ited to private patients, and in the nature of 
things, selected. 

Since all of the allergic females reacting pos- 
itively to Synapoidin required treatment, either 
vaccines or de§ensitization, for their othey ail- 
ments, it was convenient to attempt clinical de- 
sensitization to the gonadotropin at the same 
time. The 1:5 dilution of Synapoidin employed 
in testing was used also in treatment, the initial 
dose being the test dose, 0.02 ce. All injections 
were strictly intradermal, the technique des- 
cribed by the writer’ for pollen therapy being 
followed in all cases. Synapoidin was always 
injected separately, so that the local reaction 
might be observed. Usually this local reaction 
was vigorous, but no constitutional reactions oc- 
curred. The dosage was at first extremely cau- 
tious, and for the reason that a potent biologic 
agent was being administered, it was kept con- 
sistently low. Possibly this timidity in the use 
of an unfamiliar agent delayed or impaijied re- 
sults. 

RESULTS OF TREATMENT 

Four women who suffered from severe mi- 
graine, premenstrual tension and dysmenorrhea 
were relieved of the headache and tension. Un- 
expectedly, two were freed of their cramps as 
well, so that for the first time in years their 
periods were uneventful. 

Five women who complained of premenstrual 
migraine and tension had satisfactory relief. 
In two of these cases a sense of uneasiness and 
vague discomfort persisted, but the usual and 
expected symptoms were absent. 

Eight women whose only complaint was of 
premenstrual headache (in one instance ex- 
tended throughout the period) were relieved. 
Two of these patients had earlier been relieved 
of intermenstrual migraine by the elimination 
of foods to which they were sensitized, but their 
menstrual headaches had persisted until Syna- 
poidin was used. 

Two girls whose most annoying symptom was 
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an acniform rash appearing several days before 
their periods were noticeably improved. It is 
interesting that these girls, with only this skin 
condition to explain it, had sharply positive re- 
actions to the intradermal test. 

One girl, aged 15, who had never menstruated, 
had suffered from asthma since early childhood. 
During the past two years her asthma had be- 
come worse, requiring at times hospitalization 
and oxygen therapy. Climatic change and a 
thorough study of her numerous allergies 
brought about some benefit, so that she had a 
low grade continuous asthma with unexplained 
exacerbations every few weeks. When she had 
remained unchanged in this condition for sev- 
eral months, diluted Synapoidin was cautiously 
administered. Her local reactions were sharp. 
After the third dose her asthma ceased. This 
may have been a coincidence or the results of 
other therapy. The therapeutic test of with- 
holding the gonadotropin is not yet justified. 

Two women with histories of severe premen- 
strual migraine were not treated, because the 
annoyance had nearly subsided as they ap- 
proached the menopause. The skin has a long 
memory. 

‘One woman with marked premenstrual de- 
pression discontinued treatment at the second 
dose and has not been traced. , 

Treatment was abandoned in two other cases. 
One woman, with multiple allergic manifesta- 
tions of which the worst was an intractable 
dermatitis, was not affected one way or the 
other by the dosage used. A second had mild 
migraine, and the second dose of 0.04 ce upset 
her previously normal period. 

There were no side effects, but normal action 
of the gonadotropin was seen occasionally, once 
in the undesired increase of bust measurement 
in an unmarried woman of ascetic habit, several 
times in the form of lower abdominal discom- 
fort caused by ovarian congestion. In these 
eases the dose was reduced. A striking and un- 
expected result was the improved general health 
and sense of well-being that occurred in the sue- 
cessful cases. 


MATERIAL AND DOSAGE 
Synapoidin is described by its manufacturers 
(Parke, Davis & Co.) as ‘‘a balanced, highly 
potent gonadotropie preparation . . . obtained 
by combining chorionie gonadotropin with 
gonadotropic hormone extracted directly from 
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the anterior pituitary.’’ It is based on the work 
of Evans’ and his associates, later confirmed 
and extended by Mazer and Ravetz‘ and others. 
This preparation has been shown to stimulate 
the ovary, its potency far exceeding that of eith- 
er of its components. It has been used effective- 
ly in the treatment of amenorrhea and of dys- 
functional bleeding. It is not an estrogen; its 
action depends on the presence of potentially 
functional ovarian tissue. The recommended 
dose of this preparation is 1 to 2 ce intramus- 
cularly. In the work here reported a much 
smaller dose has been used. In testing, 0.02 ce 
of the 1:5 dilution intradermally was found suf- 
ficient, and in treatment 0.30 ce of the same 
1:5 dilution has been the maximum dose. Since 
the object was desensitization, rather than gona- 
dotropic therapy as such, all injections have 
been strictly intradermal. 


DISCUSSION 

Neither the concept of hormonal auto-aller- 
gens nor the use of gonadotropin for the relief 
of menstrual migraine is new. For example, 
Finch’ in 1938 and subsequently published his 
finding that the nausea of early pregnancy is 
allergic in nature and that it is relieved by de- 
sensitization with an unidentified hormone ex- 
tracted from corpus luteum. O’Sullivan® in 
1939 recorded the successful use of Emmenin, -a 
preparation containing placental hormone, in 
the treatment of menstrual headache. She made 
no attempt to explain its mode of action, which 
may have been that of oral desensitization. The 
use of Synapoidin as described in this paper 
has not previously been reported. 

There are as many cures for migraine as there 
are causes of migraine—not counting the sym- 
tom remedies such as ergotamine or the anal- 
gesics. Relief of the head pain is accomplished 
by removing or neutralizing the cause, and the 
causes are many. It cannot be claimed that all 
migraine is of allergic origin, any more than 
it can be said that all asthma derives from an 
allergy. What can be said is that both migraine 
and asthma are not disease entities, but symp- 
tom complexes, patterns of abnormal reaction. 
And the greater number of those cases that can 
be traced to a definite cause are found to be 
allergic in their origin. 

The treatment here proposed is based on the 
sound doctrine that clinically allergic individ- 
uals should be desensitized to offending aller- 
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gens that cannot be eliminated or avoided. In 
the hands of the specialist, dealing with wom- 
en known to be allergic, the field of this thera- 
py is limited. If it can be adapted to the 
needs of the gynecologist and the industrial 
physician, its usefulness will be much greater. 
Demonstration of this will have to be made 
by workers in the latter fields, for they are 
the ones to whom such clinical material na- 
turally comes. 

The difficulties in the way of general appli- 
cation of this method are not great. There is 
only one right way to make an intradermal 
test, and. that technique has to be learned by the 
doctor or his office assistant who essays to do it. 
Anyone who can do a correct intradermal test 
ean do intradermal therapy. Probably desensi- 
tization can be accomplished as well by sub- 
cutaneous or intramuscular injection, but not 
with the low dosage recorded in this paper. 
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SUMMARY 

Certain allergic women who suffer from pre- 
menstrual headache, premenstrual tension, and 
associated dysfunctional ailments were found 
to have sharply positive reactions to intradermal 
testing with a gonadotropic preparation, a 1:5 
dilution of Synapoidin. Numerous controls had 
a negative response. Women showing positive 
reactions were relieved by intradermal desensi- 
tization with the same prepartion. 

This method of test and treatment is simple, 
harmless, and effective. It is recommended for 
trial by gynecologists and industrial physicians. 
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Fractures of the External Malleolus 


HARRY A. BARNES, M. D. 
Flagstaff, Arizona 


HE custom among physicians and surgeons 

is to refer to all fractures in the region of 
the ankle either ‘‘Potts-fractures’’ or Dupy- 
tren’s fractures’? and pay very little attention 
to the mechanism of the fracture and the path- 
ology incident to the trauma. Any attempt to 
classify these fractures other than on an anat- 
omical basis is beset with great difficulty and no 
small amount of confusion. 


SURGICAL ANATOMY OF LOWER END 
OF FIBULA AND ANKLE JOINT 


The fibula is subcutaneous in its lower third 
and its lower extremity is enlarged, projected 
downward and is known as the external mal- 
leolus. The lateral surface of the external mal- 
leolus is rounded and subcutaneous, and its tip 
lies about one-half inch below and posterior to 
that of the internal malleolus. Its posterior 
border is grooved for the peroneal tendons, and 
its tip and anterior border are roughened for 
the attachment of ligaments. Its deep or inner 
surface presents an articular facet for the later- 
al surface of the body of the astralagus. The 
epiphyseal line of the tibia, and the epiphysis 
ineluded the external malleolus. Fusion of the 
lower epiphysis with the shaft occur about the 


eighteenth year. The centers of ossification ap- 
pear about the second year. 

Since the external malleolus is a necessary 
part of the component parts of the ankle mor- 
tise, a consideration of the ankle joint is ne- 
cessary. The lower ends of the tibia and fibula 
are firmly united by strong interosseous and 
anterior and posterior transverse ligaments and 
the two malleoli project downward from the 
inferior articular surface of the tibia to form 
a deep groove, or mortise into which the body 
of the astragalus fits. This mortising of the 
body of the astragalus into the groove formed 
by the malleoli is the ankle joint. The groove 
is slightly wider in front than behind, thus a 
forward thrust of the leg on the foot tends to 
jam the astragalus into the mortise. A thin 
capsule surrounds the joint.. The strength of 
the joint is increased by the addition of very 
strong lateral ligaments, which anchor the foot 
to the leg. The external lateral ligament is 
weaker than its counterpart, the deltoid hassel 
ment of the internal malleolus. 


CLASSIFICATION 
The anatomical classification subserves for 
clarity a workable understanding of fractures 
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and dislocations in the region of the ankle joint. 
With reference to fractures of the external mal- 
leolus, there may be named in order: (1) ever- 
sion fractures of the external malleolus below 
the joint level caused by mild eversion plus 
lateral pressure of the caleaneous or talus 
against the tip of the malleolus, usually with 
no torsion of the foot; (2) those occuring at the 
joint level or above with some separation of 
tibia and fibula resulting from rupture of 
tibio-fibular ligaments. Separation of the low- 
er epiphysis of fibula alone is rare and is me- 
ehanically the equivalent of fibula fracture. 
Diagnosis rests upon the age of patient, loca- 
tion of lesion, and the presence of cartilaginous 
crepitus, if any. Tew cases up to 1916 were 
reported in which there was considerable dis- 
placement, or any difficulty in reduction or 
retention. 


PATHOGENESIS OF FRACTURE 

According to Dr. Kellogg Speed the cause of 
ankle fracture is best defined as being the re- 
sult of indirect violence and torsional strain and 
leverage accompanied by compressive force from 
the body weight plus the impact force of the 
slip and turn of the foot delivered through the 
ankle mortise. This strain is usually received 
on account of a twist of the foot by a fall or 
slip off a small height, such as a curb stone, 
or a fall from a height onto the foot in the 
position of adduction or abduction. 

The results of inversion and eversion cause 
the same mechanical stresses, but on account of 
the anatomy when one twists the foot inward 
the ankle gives completely because the internal 
malleolus does not extend as low as the external 
malleolus, and the individual falls and sprains 
his ankle. The low guarding of the external 
malleolus does not permit the same degree of 
eversion and fracture results. Thus, rotation 
of the talus during inversion of the foot breaks 
off the external malleolus, and rotation during 
eversion breaks off the internal malleolus. The 
latter, however, is not for our consideration. 
It is well to note that these fractures are never 
produced in pure abduction or pure adduction, 
there always being some degree .of rotation of 
the talus present. 

When the foot is fixed on the ground and the 
leg is foreibly rotated outward on the leg, 
the astragalus is twisted in its mortise between 
the malleoli and spreads the malleoli apart. 
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With external rotation of the foot on the leg 
the anterior portion of the body of the astrag- 
alus presses against the anterior border of the 
inner surface of the external malleolus forcing 
it outward and backward. Since the ligamen- 
tous attachments are stronger than the bone 
itself, a spinal fracture is produced. In the 
typical case the fracture line begins at the front 
of the malleolus just, below the point where the 
inferior tibio-fibular ligament passes backward 
across the joint to emerge on the posterior sur- 
face of the fibula. According to Ashhurst this 
is the simplest type of fracture and relatively 
little violence is necessary to produce it, with 
practically no displacement of the fragments 
and relatively little pain and disability. This 
fracture is spoken of as being a first degree ro- 
tation fracture. 


DIAGNOSTS 

In severe fractures of the ankle with dis- 
placement of the foot on the leg, the diagnosis 
of fracture is made at a glance, but with frac- 
tures of the external malleolus with little or 
no displacement the diagnosis between sprain 
and fracture is difficult and impossible without 
the Roentgen Ray. The history for determining 
the mechanism of fracture is most important, 
and no reliability should be placed upon the 
degree of swelling seen since edema is not a 
safe guide in differentiating between fracture 
and sprain, as a fracture may be present with 
little swelling, and with a severe sprain exten- 
sive swelling may be present. Diagnostically, 
points of acute tenderness are of some aid. 
Tenderness below the external malleolus usually 
means sprain, whereas tenderness around either 
malleolus is diagnostic of fracture. It is some- 
times possible during palpation to check the 
presence or absence of deformity as noted by 
inspection. If on manipulation, by direct pres- 
sure on the foot when the leg is fixed, pain is 
elicited, fracture is present. This, as a rule, 
is not true with sprain. Lateral mobility is 
tested for, and if present, it presupposes frac- 
ture of one of the malleoli or both, or tibial 
fracture. If inversion and eversion are painful, 
a fracture above the malleoli is present. 


TREATMENT 
The prineiples involved in the correction of 


any fracture about the ankle joint hold here 
as well as°any where else, and are as follows: 
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1. Restoration of proper weight bearing line 
as a whole. 

2. Restoration of normal anatomical rela- 
tionship between the articular surfaces of the 
joint. 

3. Obtaining a satisfactory range of pain- 
less motion in the joint. 

Treatment is directed at: first, by restora- 
tion of the astragalus to its normal position 
against inferior articular surface of the tibia, 
and then squeezing the malleolus such that it 
with the uninjured malleolus will firmly grasp 
the malleolus in a normal manner. Obviously 
those fractures with no displacement need only 
to be immobilized. The ideal treatment is to 
reduce the fracture before swelling occurs. The 
emergency treatment consists of early reduction 
plus immobilization. If unable to transport to 
hospital immediately it is important to pre- 
vent movement of the foot on the leg, to prevent 
damage to soft tissues. Other immediate meas- 
ures for transportation are: (1) the use of the 
pillow splint, (2) the application of two lateral 
board splints extending beyond the foot and 
not above the knee, after securely wrapping 
the leg and foot in cotton. Reposition of the 
foot is best attempted after the foot is in splint, 
and for emphasis again, early reduction in 
spite of swelling. It need not be emphasized 
that X-rays should be taken in the A.P. lateral 
and postero-anterior. If fracture is seen be- 
fore swelling has occurred, apply plaster over 
very little padding, maintaining foot in dorsi- 
flexion of 90 degrees, and in mid position as 
regards abduction and adduction, such that a 
line dropped from the center of the knee will 
pass between the first and second toes. 

Speed prefers immediate reduction because it 
reduces the possibility of bleb-formation and 
pressure-necrosis against the sharp bone edges 
of the fibula. Reduction is preferred using 
general anaesthesia after holding the astragalus 
well up against the malleolus, and then drag- 
ging the cracked external malleolus over to 
its proper position. The thigh is flexed on the 
body (held by an assistant), leg flexed on the 
thigh, and reduction is accomplished by bring- 
ing fragments into alignment. Foot is placed 
in slight inversion and alignment with the leg. 

Bohler prefers the use of 2% novocain anaes- 
thesia for reduction purposes. After reduction 
has been accomplished, he advises placing the 
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foot at right angles to leg with slight degree 
of plantar-flexion, stating that if the foot be 
dorsiflexed the fore part of the talus which is 
wider than the back is pressed between the two 
malleoli forcing them apart, thereby destroy- 
ing the joint mortise. 


In fracture dislocations where the malleolus 
is broken at the joint level, it is often impossible 
to correct dislocation and restore the socket of 
the ankle joint by pressure of the hand. In 
such eases the reaction clamp or taut Wire is 
favored by Bohler, which strongly rotates the 
foot inward and hold it in position with a 20 
kilogram weight until fixation is applied with 
plaster. The unpadded plaster cast is applied, 
molded in stirrup fashion to the sides of the 
leg and foot, and fashioned with a wet muslin 
bandage. A second plaster splint is applied to 
the back of the leg, and the sole of the foot from 
the hollow of the knee to the tips of the toes. 
In the application of the plaster splint, firm 
pressure should be exerted on the malleoli, re- 
membering that the cast should be of uniform 
strength throughout to prevent fresh lateral 
subluxation by the tension of the pronators or 
abductors. If the pressure is relaxed the foot 
may be displaced. After the cast has set, a 
post reduction X-ray is taken. If there is only 
a slight displacement the cast is removed, re- 
duction carried out a second time and case re- 
applied in former fashion. This procedure is 
repeated until no displacement exists. If there 
is only 1 mm. displacement of the talus the 
joint is incorrect because the joint surfaces are 
incorrect, and the articular cartilages will be 
rubbed away producing painful arthritis de- 
formans. If no displacement or no swelling 
are present, a walking iron is applied one hour 
after plaster has set, and the patient can walk 
at once. Otherwise he is left supported on a 
‘*Braun splint’’ until the next day to prevent 
any outward rotation of the foot. Severe swell- 
ing is relatively rare because only bones, ten- 
dons, and skin are involved, there being as a 
rule no museles torn. The cast remains on six 
weeks, in case of fracture without dislocation 
after which weight bearing is permitted. With 


dislocation, it is left on from seven to ten weeks. 
Too early weight bearing even at six weeks may 
cause a fresh subluxation in valgus position if 
the callous is still soft. 


Incidentally, varicose 
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veins and chronic leg ulcers are improved by 
the use of this method. 

There are many arguments in favor of the 
ambulatory treatment of ankle fractures, when 
applicable to simple uncomplicated fractures. 
Such arguments are as follows: (1) only four 
muscles are immobilized namely, the tibialis 
anterior and posterior, peroneus longus, and 
brevis, 

(2) the knee joint and toe joints are ac- 
tive from the first, 
cireulation in the immobilized parts is 
good as the patient gets about. 
the morale of the patient is much bet- 
ter, 
no local or general complications such 
as thromboses, pulmonary or cardiac 
complication, 
usually there is a full range of mobili- 
ty in the joint after the cast is re- 
moved. In older people approximately 
one-half range is possible. The skin 
is normal, the bones show little atrophy 
or demineralization from prolonged 
rest. 


Recently open malleolar fractures are con- 
verted into closed fractures; the wound is care- 
fully excised, the skin only is sutured, no suture 
of the ligaments permitted; the open fracture 
then reduced to a closed fracture is treated as 
previously outlined. 

The after treatment of uncomplicated frac- 
tures in Bohler’s clinic is begun with the ap- 
plication of an Unna paste boot—in from three 
to six weeks after the original cast has been ap- 
plied. Walking on toes is encouraged to 
strengthen arch muscles. Massage and passive 
movement are not favored by Bohler. He states 
that an Unna boot is better than a massage be- 
cause it supports the circulation, thus prevent- 
ing the foot and ankle from becoming swollen. 
An arch support is made from plaster mold of 
the foot. Other methods maintaining the sup- 
port of the arch are strapping with adhesive, 
use of a high shoe with a stiff shank, and in- 
sisting upon patient walking with toes pointed 
inward. 


(3) 


(6) 


The principles applied in the treatment of an 

infected malleolar fracture are as follows: 
(1) Leave wound open, excise crushed and 
dirty tissues after administering the 
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usual dose of tetanus antitoxin pro- 
phylactically. 
(2) Reduce fracture, apply cast, eut win- 
dow in cast, and place leg on Braun 
splint. 
If the ankle joint is infected, and if 
there are no signs of inflammation in 
the surrounding soft parts, drainage is 
effected after reduction by the screw 
traction apparatus (5 kil. wt.). Trae- 
tion pulls the articular surfaces apart, 
and drainage is thereby effected. 


When the wound is closed, the unpad- 
ded plaster splint is applied, window is 
eut at site of wound. No WET 
DRESSINGS OF ANY KIND. Op- 
erative reduction is not favored by 
most men, by the use of pin screws 
and wires. 


(3) 


(4) 


C. M. Greenslade writing in the New Zealand 
Medical Journal on the ambulatory treatment 
of Malleolar fractures advocates the use of the 
Delbet splint in the absence of extensive blab 
formation and compound fracture. The ad- 
vantages claimed, in addition to those already 
mentioned, are the minimum loss of time from 
industry, and freedom from vascular complica- 
tions. These men prefer spinal analgesia to 
secure relaxation and painless manipulation. 
With the work of Bohler, local analgesia is 
preferred by many men. Attention is called to 
the fact at this time that the patient frequently 
experiences numbness of the injured limb, and 
then bears weight upon the injured limb, and 
a simple eversion and abduction fracture is 
changed to marked evasion and abduction with 
an addition backward displacement of the foot 
on the leg. 


Other proponents of the early ambulatory 
treatment of malleolar fractures base their rea- 
sons on the pathology of fracture, with sequella 
of ecchymoses hemorrhage, organization, forma- 
tion of adhesions, stiff joint, ete. Krida writ- 
ing in the annals of surgery speaks of the 
‘‘Traumatie flat foot’’ developing when the 
foot turns outward, gradually preventing com- 
plete voluntary or passive adduction and arch 
reconstruction. This author believes in early 
movement. In the presence of displacement, 
reduction is done followed by a short period 
of rest. If there is no displacement, a two to 
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three day rest in a sheet wadding compresion 
bandage is advised. This procedure is open 
to criticism today. Following the rest period, 
adhesive plaster is applied with foot in slight 
dorsi-flexion and adduction, and toes in very 
moderate planter-flexion. Adhesive plaster is 
used much as plaster. The patient is instructed 
to move the ankle joint; by keeping toes plant- 
er-flexed, the patient tibialus-anticus. 
Weight bearing and walking are permitted 
three to six days after injury using a shoe, the 
heel of which has been raised a quarter of an 
inch on the inner side. Adhesive is renewed 
every four to six days. Treatment is continued 
for six weeks. 


Complications 
(1) Malunion. 
(2) Interposition of strip of periostum be- 
tween tibia and broken malleolus. 
(3) Outward dislocation of foot. 
(4) Infection. 
(5) Traumatic flat foot. 
(6) Painful joint, and arthritis deformans. 


Prognosis 

The prognosis is dependent upon whether or 
not anatomical reposition of fragments is ob- 
tained, and maintained over a sufficiently long 
period of time. Healing of the ligaments and 
reestablishment of the conformity of the tibio- 
astragaloid articulation and as to whether or 
not there are weakened calf muscles, shortening 
of the tendo-Achilles, loss of lateral ankle mo- 
tion, and incomplete restoration of the articular 
surfaces of the ankle mortise. 

Among the listed errors in the treatment of 
malleolar fractures there are: 

(1) Neglect of X-ray. 

(2) Omission of local anaesthesia before 
taking X-rays of fractures in those 
eases with doubtful subluxation. 
Attempts to correct the position of the 
foot when the knee is extended. The 
Tendo-Achilles may be so tense that 
backward displacement cannot be cor- 
rected. Fixation of the foot in dorsi- 
flexion—which widens the socket of 
the ankle and later produces instabili- 
ty. 

Too early removal of the cast especial- 
ly in fractures with subluxation, with 
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resultant fresh sublaxation, and last- 
ing disability. 

Use of massage too early in fractures 
with dislocation. This produces stiff- 
ness of the joint and lasting disability. 
Fixation of foot in abduction. Front 
part of foot should be slightly abducted 
and the heel correspondingly abducted, 
so that the heads of the first and fifth 
metatarsals are no the same level. 
Neglect of systematic walking exercises 
and preservation of the longitudinal 
arch of the foot. 


(7) 


TREATMENT OF COMPLICATIONS 


In the event of malunion with valgus de- 
formity, an osteotomy of the fibula followed 
by manipulation will u-ually effect a correction. 
Occasionally the space between the internal mal- 
leolus and the astragalus is filled with sear 
tissue, which must be excised before the astrag- 
alus can be approximated to the internal mol- 
leolus, in the restoration of the joint mortise. 
Bohler prefers spinal anaesthesia, divides the 
malleolus in line of original fracture, and ree- 
tifies the foot by the Schultze apparatus. Up 
to three months after injury the ordinary frac- 
ture can be reduced by the bloodless method, by 
the use of the ‘‘Redresseur of Schultze’’ or the 
‘*Phelps-Gocht’’ apparatus. 


SUMMARY 


(1) A survey of the methods of treatment 
of fractures of the external malleolus 
by various authors has been attempted. 


(2) The mechanism and pathology of frac- 
ture has been stressed, as to their bear- 
ing upon treatment. 

(3) Reasons for failure in the treatment of 
malleolar fractures have been cited. 

(4) Early reduction and the ambulatory 
treatment have been stressed. 
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* AMERICA ATWAR- 
RECOMMENDATIONS FOR A VENEREAIL 
DISEASE CONTROL PROGRAM 
IN INDUSTRY 
Report of the Advisory Committee on the 

Control of Venereal Diseases 

Otis L. Anderson, Chairman 

In order to assemble current authoritative in- 
formation and to formulate basic principles ap- 
plicable to a program of venereal disease con- 
trol in industry, the Surgeon General has ap- 
pointed an Advisory Committee to the United 
States Public Health Service. This Commit- 
tee has outlined the objectives of such a pro- 
gram as: 

A. Medical and Public Health: 

1. To find and refer for proper medical 
management all cases of venereal dis- 
eases among workers in industry. 

2. To establish equitable policies for the 
employment of applicants and contin- 
uation of services of employees who 
have venereal diseases. 

3. To coordinate the community and in- 
dustrial venereal disease control pro- 
grams. 

B. Employee: 

1. To improve the physical condition of 
employees. 

2. To reduce the number of workdays 
lost through illness or injury. 

3. To provide job placement. 

4. To prolong and increase the earning 
power of employees. 

C. Employer: 

1. To reduce compensation costs. 

2. To lessen work interruptions and la- 
bor turnover. 

3. To enhance production by increasing 
the efficiency of workers. 

4. To minimize personnel problems. 

In order to assure agreement on all phases 
of fundamental policy, the committee recom- 
mends that certain agencies be consulted in car- 
rying out this progam: the State labor depart- 
ment, industrial commission or similar depart- 
ment of State government; the appropriate 
committee of the State medical society; the 
association representing employers; the labor 
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organizations ; appropriate voluntary health and 
welfare associations. 

Responsibility for the administration of the 
program should be shared by the industrial hy- 
giene and veneral disease divisions of the State 
health department. The program should be 
inaugurated without a complete educational 
program. The employee should be convinced 
that adequate treatment protects both his health 
and his ability to earn a living, and the em- 
ployer that not all cases of venereal disease 
are infectious, through an educational program 
before venereal disease control measures are 
introduced. 

In order that the control program may be ef- 
fective, preemployment examinations should be 
mandatory for all workers. Laboratory tests 
for syphilis and gonorrhea should be made a 
part of the periodic, reemployment or ‘‘return 
from illness’’ physical examinations which are 
the policy of the industry. The interval be- 
tween examinations should under no cireum- 
stances be more than three years. 


It is of utmost importance that the results of 
the medical examination be considered confiden- 
tial between the worker and the medical staff. 
Information should be furnished to others only 
with the consent of the individual concerned or, 
failing this, on legal advice. The medical staff 
should make proper recommendations to the 
management as to the physical fitness of the 
employee for work. When the usual clinical 
record is kept in an open file, venereal disease 
forms should be filed in the medical department 
for the use of the medical staff only. 

There is no reason for denying employment 
to an applicant or for discharging an employee 
because an examination has revealed evidence of 
syphilis or gonorrhea, .provided : 

1. That the employee agrees to place himself 
under competent medical management ; 

2. That, if the disease is in the infectious 
stage, employment should be delayed or inter- 
rupted until such time as a noninfectious state 
is established through treatment -and open le- 
sions are healed: 

3. That when syphilis exists in a latent stage, 
employment should not be delayed nor inter- 
rupted ; 

4. That employment may be deferred or de- 
nied when the individual is an industrial haz- 
ard ; 
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5. That occupational readjustments of em- 
ployees be made of individuals developing di- 
sabling manifestations ; 

6. That workers with syphilis in any of its 
stages be excluded from areas where there is 
exposure to chemicals which may produce toxic 
reaction, and those having cardiovascular sy- 
philis or neurosyphilis should not be exposed to 
physiologic stresses ; 

7. That workers with gonorrhea should be 
allowed to work only under special medical ob- 
servation during the administration of sulfona- 
mide drugs. 

The applicant or the employee whose ex- 
amination reveals evidence of a venereal disease 
should be called to the industrial physician’s of- 
fice for a conference. He should be instructed 
as to the nature of the disease which he has 
in order that he may cooperate intelligently 
with the requirements of the program. He 
should be referred to a reputable source for 
medical attention and be furnished with a letter 
directed to his physician stating the results 
of the examination and what is expected of the 
employee as to regularity of treatment if he is 
to be employed. The industrial physician 
should receive a record of treatment at about 
monthly intervals. The names of individuals 
who have neglected or refused treatment should 
be turned over to the health department for 
appropriate action in bringing them back to 
treatment. 

The plant physician making a tentative diag- 
nosis of communicable syphilis or gonorrhea 
should without delay acquaint the appropriate 
health authority with the facts. 


TRANSPORTATION PLANS FOR 
CIVILIAN DEFENSE 

Transportation for casualties from scenes of 
disaster to hospitals and for injured persons or 
other patients removed from Causalty Receiving 
Hospitals to Emergency Base Hospitals are in- 
cluded in plans for emergency transport serv- 
ice during war disasters, described in recent 
Operations Letters issued by the Office of Ci- 
vilian Defense. 

Plans for local transportation are centered 
in the Transport Officer of the U. S. Citizens 
Defense Corps. It is the duty of the Transport 
Officer to maintain inventories of local equip- 
ment that can be used by the various emergency 
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services of the Citizens Defense Corps, and he 
is responsible for organization, training, and 
supervision of volunteer drivers’ units. Such 
equipment may include passenger cars, station 
wagons, motoreycles, ambulances and other pri- 
vate vehicles. The instructions provide, how- 
ever, that ambulances and cars or trucks used 
as improvised ambulances, with their drivers, 
should be assigned regularly to the Emergency 
Medical Service and be under its direction. 


Through joint action of the Office of Defense 
Transportation and the Office of Civilian De- 
fense, concurred in by the War and Navy De- 
partments, local commercial motor vehicles, in- 
cluding taxicabs and trucks of small operators, 
which are now under the jurisdiction of the Of- 
fice of Defense Transportation, have been re- 
leased to and also are available to the Trans- 
port Officer for local service in case of war 
emergency. He may make use of such vehicles 
immediately, without appliation to the ODT. 

For transport facilities needed outside the 
local area, such as might be required for eva- 
euation of civilians or for transfer of injured 
persons to Emergency Base Hospitals in other 
cities or rural areas, the OCD and the ODT are 
cooperating in the organization of motor trans- 
port units in the larger common, contract, and 
private motor carriers of the critical areas of 
the country. These units, which will be trained 
in convoy service, will be provided by the ODT 
on request of the local Commander of the Citi- 
zens Defense Corps through the State Trans- 
port Officer and proper ODT district managers. 
ODT is at present developing an organization 
in the critical areas of the country under which 
its district managers will make contact with the 
local Transport Officers to make certain that 
each community is organized to function under 
the plan. 


MISCELLANY 


DOCTOR AS DUPE 


A profitable field for the promoter is the 
medical journal which has a distinguished scien- 
tifie editor, and impressive staff of associate 
editors, and a display of advertising limited to 
sanatoria. This type of journal is more digni- 
fied than the typical commercial and it does not 
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reveal itself for what it is. It is, forsooth, a 
business venture of a particular kind. The 
journal is written by specialists for the general 
practitioner of medicine, yet neither the special- 
ist nor the practitioner has anything to do with 
its publication. The specialist writes the arti- 
eles and he is rewarded with a paragraph of 
flattering biography. The practitioner gets the 
journal free. The promoter gets the profit— 
derived from the sale of advertising space to 
the hospitals. There may be nothing wrong 
in the arrangement, yet we feel that the pub- 
lication of a scientific journal should be direct- 
ed by a scientific body and not by a promoter. 
The promoter owns the journal, and he can 
shake the doctors off the limb whenever he takes 
a notion. The doctor then will have no recourse 
but to nurse his bruises. 
—Rocky Mt. Med. Jo. 


SHOCK 
I. EMPIRIC TREATMENT 
Rest 
. Warmth 


. Elevation of the feet 
. Tight bandaging of the extremities 
. Administration of sedatives 
. Stimulants 
g. Vasospasties 
Il. SPECIFIC TREATMENT 
A. Blood substitutes : 


& 


1. Plasma 
2. Serum 
1. Normal, coneentrated or 
diluted 2. Dried. 3. Calei- 
fied. 
3. Whole blood 
4. Crystalloids 
a. Sodium chloride 
b. Dextrose d. Hartmann’s solution 
¢. Ringer’s solution e. Locke’s solu- 
tion 
5. Water 
6. Acacia 
7. Red cells 
8. Hemoglobin (pure cyrstalline ; Ring- 
er’s solution) 
9, Aseitie fluid; pleural fluid 
10. Albumin, human and bovine 
11. Whole bovine plasma and serum 
12. Gelatin (animal protein from fish 
bladder ) 
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13. Pectin from citrus fruits 
14. Amino acids 
B. Oxygen therapy 
C. Adrenal cortical extract 
—Ill. Med. Jo. 


RATIONAL RATIONING 

One of the impres:ions gained by reading 
the testimony given: before a subcommittee of 
the U. 8. Senate Committee on Education and 
Labor, of which Senator Claude Pepper is 
chairman, as reported in the J.A.M.A.,* is that 
the numerical distribution of physicians with 
respect to population is the important thing 
in the maintenance of the public health, as far 
as government is concerned. 

We concede that it is important, but it is 
not the whole story. The modern physician, 
both urban and rural, depends for his effee- 
tiveness upon hospitals, transport, electric pow- 
er, and the willingness of the people in the 
area he serves to accept his services. Whether 
the question is one of bringing the physician 
to the people or group of people, or the people 
to the physician or group of physicians, com- 
munications are of primary importance. Living 
conditions, especially in winter, may be of the 
utmost significance with respect to the amount 
of disease occurring in a given area. Bungled 
rationing with respect to gasoline, tires, fuel 
oil, or power could materially alter the medical 
efficiency of physicians in a given area no mat- 
ter what the numerical physician-to-population 
ratio might be. Similarly, a fuel oil and power 
shortage in another area might so suddenly in- 
crease the amount and severity of disease, so 
impair the efficiency of hospital operation that 
the physicians and hospitals, though numerical- 
ly correct with respect to medical exponents 
and hospital beds in relation to population, 
might be unable to cope with the situation. 

It would seem to us that to date no one has 
paid particular attention to the vital matter 
of medical effectiveness, which seems likely to 
become a larger problem as rationing becomes 
—as it must—more severe and more inclusive. 
We urge that it be not overlooked in the present 
concentration of thought on the matter of mere 
physician distribution. It is to be kept in mind 
also that as more and more of the young men 
go into the armed. services, the care of the ci- 
vilian population will be carried on largely by 


yee 7 
‘ 
. 
i e 
j 


June, 1943 SOUTHWESTERN MEDICINE 


155 
"hose tiny ond 
4 4e, lot, "Searcy, : 
the we Slooy ep In, So 
“ithe, the reo the kn, “on, 
On “emer Woe, 
SUPPORT YOUR ADVERTISER6 


the group of men 45 years of age and over. 
In the age group of 65 and over a ‘‘bare 30 
per cent’’ are effective for all purposes; in the 
group of 45 to 54 there are 31,399 physicians; 
in the group of 55 to 65, 30,000 physicians. 
What could be considered the effectiveness of 
this group, 45 to 65, comprising 61,399 medical 
men? Examination of the men for the armed 
services showed a rapid increase in the number 
of physical defects for each decade. What sig- 
nificance has this fact when related to the ef- 
fectiveness of this 45 to 65 age group? 


There is no doubt that a physial examina- 
tion of this group (45 to 65) would show a 
rapid decline in energy available for civilian 
population care with each additional decade 
above 45. 

How will this affect the plans for distribu- 
tion? Is one doctor per 1,500 of population suf- 
ficient regardless of the level of the physician 
group helath in that area? What is the level 
of the physician group health in any given 
area? Does any one know? We doubt it. 

These 61,399 physicians must last out the 
duration ; there seems to be little prospect of in- 
creasing their number. Will we be as wasteful 
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of our physician stock pile as we were of our 
rubber? As heedless of conservation until it is 
too late? There can be no synthetic physicians, 
remember. Isn’t it about time we took stock 
of the group health of the 45 to 65 age group? 
Isn’t it time now to see to it that every facility, 
for transport especially, and for maximum ef- 
fectiveness of operation and practice be assured 
to this small group upon whom rests the res- 
ponsibility for the national health? Wise plan- 
ning can effect much benefit ; tinkering with a 
system of medical practice in the middle of a 
war could be disastrous. 

This is no time to be content with patch-work. 
Rational rationing and national planning are 
called for; let us have them, and let them be 
practical. —WN. Y. St. J. of Med. 


NO KNOWN METHOD OF CORRECTING 
COLOR BLINDNESS 


Despite unsubstantiated claims to the con- 
trary, methods of correcting color blindness are 
unknown, The Journal of the American Medical 
Association for March 20 warns. The Journal 
says: 

‘‘Newspaper publicity given recently to an 


GEORGE TURNER, M. D. 


TURNER’S CLINICAL AND 
X-RAY LABORATORIES 


FIRST NATIONAL BANK BUILDING 
EL PASO, TEXAS 


CLINICAL PATHOLOGY 
X-RAY DIAGNOSIS 
X-RAY THERAPY 
.RADIUM THERAPY 


DELPHIN von BRIESEN, M. D. 
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Tue cows’ milk used for Lactogen is scientifically 
mod‘fied for infant feeding. This modification is ef- 
fected by the addition of milk fat and milk sugar in 
definite- croportions. When Lactogen is properly di- 
Juted w‘th water it results in a formula containing the 
food substances—fat, carbohydrate, protein, and ash 
—in approximately the same propcrtion as they exist 
in women’s milk. 


My own belief is, as already 
No advertising or feed- stated, that the average well 

baby thrives best on artificial 

clans. r 

foods in which the relations of 

tion blanks, send your the fat, sugar, and protein in 

professional blank to the mixture are similar to those 
“Lactogen Dept.’’ Nestlé’s in human milk.” 

Milk Products, Inc. 155 E. 

44th St., New York, N. ¥. John Lovett Morse, A.M., M.D. 

Clinical Pediatrics, p. 156 


MILK PRODUCTS, INC. 


155 EAST 44TH ST., NEW YORK, N. ~: 
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alleged cure for color blindness seems to eman- 
ate from one J. H. Lepper, optometrist, of Ma- 
son City, lowa. In reply to inquires concerning 
his procedure for correcting color blindness, a 
form letter is sent in which it is stated ‘YES, 
YOUR CASE OF COLOR BLINDNESS CAN 
BE CORRECTED. IF WE DO NOT, IT 
WILL BE THE FIRST CASE.’ The statement 
also suggests that cases take from two to three 
weeks for correction. If the patient comes to 
Mason City, $5 a day is charged. If the pros- 
pect finds it impossible to come to Mason City, 
Leper says he can send the same equipment, in- 
volving two pairs of special colored glasses and 
one color vision test book, for a total of $25. 
A lamp with a reflector and a 60-watt bulb and 
a flasher if obtainable are also required for 
home treatment. The form letter is accom- 
panied by a list of testimonials, none of them 
signed by the writer’s full name. Color blind- 
ness is a congenital defect. Despite unsubstan- 
tiated claims to the contrary, methods of cor- 
recting this condition are unknown. Many let- 
ters sent to the headquarters of the American 
Medical Association indicate that men who have 
had difficulty in gaining entrance to the navy 


86c out of each $1.00 gross income 
used for members benefit 


PHYSICIANS CASUALTY ASSOCIATION 
PHYSICIANS HEALTH ASSOCIATION 


Hospital, Accident, Sickness 
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or the air force have been given false hopes by 
this wholly unwarranted publicity for an un- 
established procedure.’’ 


IDEAL OBSTETRICS 


Every physician who walks into a delivery 
room should have such a procedure mentally 
outlined to avoid confusion and wasteful fum- 
bling. When a woman is bleeding profusely her 
doctor must think straight and act deliberately 
if he is to save her life. 

1. Many of the common mistakes which cause 
fetal and material mortality are avoidable. 

2. Ninety per, cent of women deliver normal- 
ly if allowed to; therefore, avoid that danger- 
ous ten per cent by learning to distinguish nor- 
mal from abnormal. 

3. A woman who cramps and spots is an ec- 
topic until proven otherwise. 

4. If you first classify an abortion, the treat- 
ment is then standard. 

5. Never meddle with women who bleed in 
the last trimester. They are abnormal cases. 

_ 6. Verify fetal presentation early, as breech 
‘and transverse may get you into trouble. 

7. The question in every primiparous labor 
is, ‘‘ Will the head come through the pelvis?’’ 

8. Any labor of twenty-four hours or more is 
prolonged and belongs in the abnormal group. 

9. Never use posterior pituitary substance in 
the first stage of labor. 

10. Do not rupture membrances promiscuous- 
ly. 

11. Abuse with foreeps leaves a telling mark. 

12. Learn to deliver impacted shoulders as 
there is no time for consultation. 

13. Be prepared for post partum hemorrhage 
as the warning is brief. 

14. Obtain the advice of a consultant early to 
keep out of trouble. Don’t wait until you are 
in trouble to ask him to share the blame of mis- 
management. 


Doctors in general practice can perform an 
excellent brand of normal obstetrics. However, 
to do so they must be constantly alert to pick 
out abnormal cases. These simple axioms 
should serve to avoid many of the common mis- 
takes noted in the average general hospital. 

—Jo. M. 8. M.S. 


Europe got its bonds from Hitler—over here 
we can get them from Uncle Sam. 
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IN ADVISING YOUR PATIENTS 
ON SMOKING 


Remember —Philip Morris claims come from 


completely reliable sources 


ge source of findings counts as much as the findings 
themselves. Pattie Morris Cigarettes have been proved* 
definitely and measurably less irritating to the nose and 
throat not by anonymous chemists, but by competent medical 
authorities whose studies have been published by leading 
_ medical journals. 

Not only have laboratory tests shown Puitip Morris to 


be superior, but clinical evidence as well has given complete 
corroboration.” 

Only something made differently can produce a difference 
in results. And Puitip Morris cigarettes are made differently. 


PHILIP 


Morris & Co., Lrp., 
119 Avenue, N. Y. 


* Laryngoscope, Feb. 1935, Vol. XLV, No. 2, 149-154. Laryngoscope, Jan. 1937, Vol. XLVII, No.1, 58-60. 
Proc. Soc. Exp. Biol. and Med., 1934, 32,241. N.Y. State Journ, Med., V ol. 35, 6-1-35, No. 11, 590-592. 
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ALLERGY - CLINICAL PATHOLOGY 


616 Mills Bldg. El Paso 


SAMUEL D. SWOPE, M. D. 
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AND NEUROLOGY 
NEUROPSYCHIATRY 


1127 Montana St. El Paso, Texas 


JAMES J. GORMAN, M. D., 
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PEDIATRIC ANTIQUES ON TOUR 

It has been well said that more progress has 
been made in pediatrics during the past three or 
four decades than in all the time before that. 

As applied to the feeding part of pediatrics, 
the Mead Johnson Collection of Pediatrie An- 
tiques bears eloquent witness to the great strides 
made. Without such evidence, it would be dif- 
ficult, indeed, to imagine our own grandparents 
being fed from some of these odd-shaped uten- 
sils that defied thorough cleansing. To be sure, 
sterilization and pasteurization were not then 
in vogue. Not all babies received breast milk 
in abundance. In the days when wet nurses 
were common, some of these enterprising women 
literally did a wholesale business, managing to 
nurse three or four infants. 

The baby’s cereal of a century ago was simply 
stale bread lightly boiled in water, wine or beer. 
Butter or sugar might be added but the use of 
milk was regarded as fraught with danger. It 
was thought, according to Dr. T. G. H. Drake, 
‘*Milk might bring on the watery gripes, or the 
infant might imbibe with the milk the evil pas- 
sions and frisky habits of the animal supplying 
the milk.’’ 

From a personal hobby enjoyed by the late 
E. Mead Johnson, Jr., the Collection of Pedia- 
trie Antiques, illustrated in the pages of a cata- 
logue just issued, has evolved into one of con- 
siderable historical importance, depicting as it 
does the progression of infants’ feeding vessels 
from the Greece of twenty-five centuries ago 
down to time within our own memory. 

The Collection has been steadily growing 
in size and scope and is of increasing interest 
for teaching purposes via the historical route. 
The destruction of original sources caused by 
the war tends to add to the value of these ob- 
jects. 

Henee, it is that, by request, the Collection 
now goes on an annual pilgrimage to colleges, 
hospitals, museum, libraries and other institu- 
tions of learning. Arrangements may be made 
for ‘‘stop-overs’’ upon application to the cura- 
tor. Mead Johnson & Company, Evansville, 
Indiana, U.S.A. 


ARMY-NAVY “E’’ AWARD TO 
DON BAXTER, INC. 


In an impressive presentation ceremony at 
its laboratories in Glendale, California, Don 
Baxter, Inc., received the coveted Army-Navy 
‘*E’’ Award for great accomplishment in the 
production of intravenous solutions and blood 


and plasma equipment for the Armed Forces. - 


Colonel Robert Skelton (MC), Commanding 
Officer of the San Francisco Army Medical De- 
pot, made-the Award Presentation Address. 
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L. M. MILES, M. D. 
W. H. THEARLE, M. D. 
H. L. JANUARY, M.. D. 
P. A. DUFF, M. D. 
H. E. HICKMAN, M. D. 
J. W. GROSSMAN, M. D. 
T. H. GALLIVAN, M. D. 
0. S. CRAMER, M. D. 
Cc. F. FISHBACK, M. D. 
D. A. McKINNON, Jr., M. D. 


301-326 First National Bank Bidg. Albuquerque 


JOHN W. MYERS, M. D. 
F. A. P. A. 


PRACTICE LIMITED TQ NEUROPSYCHIATRY 


DIPLOMATE AMERICAN BOARD 
PSYCHIATRY ANO NEUROLOGY 


514 First National Bank Bldg. Albuquerque, N. M. 


A CONVENIENT LIST FOR THE PHYSICIAN 


WAYLAND'S 


PRESCRIPTION PHARMACY 
“PRESCRIPTION SPECIALISTS” 


BIOLOGICAL PRODUCTS ALWAYS READY 
: FOR INSTANT DELIVERY 


PARKE-DAVIS BIOLOGICAL DEPOT 


MAIL AND LONG DISTANCE PHONE ORDERS 
RECEIVE IMMEDIATE ATTENTION 


Professional Bldg. Phone 4-4171 Phoenix 


TUCSON, ARIZONA 


LUDWIG LINDBERG, M. D. 


CANCER AND ALLIED DISEASES 
THERAPEUTIC RADIOLOGY 


23 East Ochoa St. Tucson, Arizona 


DORSEY-BURKE DRUG CO. 


PHOENIX’ QUALITY DRUG STORE 


RELIABLE PRESCRIPTIONS 
FREE DELIVERY 


Van Buren at 4th St. 
Phone 4-561 1 


SUPPORT YOUR ABVERTISERS 
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SOUTHWESTERN MEDICINE 


Birectory 


SOUTHWESTERN MEDICAL ASSOCIATION 


Cc. A. Thomas, M. 


J. W. Hannett, M. 


Fred G. Holmes, M. D. 


Louis Breck, M. D 


K. D. Lynch, M. D. 


D 


Tucson, Arizona 


President 


A 


Ib N.M 
que, N. M. 


1st Vice-President 


Phoenix, Arizona 


2nd Vice-President 


El Paso, Texas 


Secretary-Treasurer 


El Paso, Texas 


President-elect 


1942 Session—Cancelled 


ARIZONA STATE MEDICAL ASSOCIATION 


E. Payne Palmer, M. D 
V. G. Presson, M. D. 
Otto E. Utzinger, M. 


Frank J. Milloy, M. D 


c. E. Yount, M. D 


Carlos C. Craig, M. D 


Phoenix, Arizona 


President 


Tucson, Arizona 


Vice-President - 


Ray, Arizona 


D 
President-elect 


Phoenix, Arizona 


Speaker, House of Delegates 


Hal Rice........ 


Bisbee, Arizona 


D. F. Harbridge, M. D 


Councilor-at-Large 


Phoenix, Arizona 


Councilor-at-Large 


Cc. 8. Smith, M. Arisona 


G. Oo. B 


tt, M. D 


Councilor-at-Large 


Prescott, Arizona 


Councilor Northern District 


John W. Pennington, M. D Ph 
Councilor Central District 

Dan Mahoney, M. D. Tuc: 
Councilor Southern District 

Harold Kohl, M. D 


J. D. Hamer._...... 


Delegate to A. M. A. 


ix, Arizona 
Arizona 
Tucson, Arizona 
Ph ix, Arizona 


Alternate Delegate to A. M. A. 


NEW MEIXCO MEDICAL SOCIETY 


W. E. Martin, M. D. 


Clovis, New Mexico 


President 


Carl H. Gellenthien, M D.__.........Valmora, New Mexico 


J. E. J. Harris, M. 


Vice-President 


Alb 


D 
President-Elect 
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June, 1945 


Commander Croyden M. Wassell, (MC) USNR. 
addressed the audience and presented the *‘E’’ 
lapel pins to the employees of lvon Baxter, Inc. 

The high honor bestowed upon Don Baxter, 
Ine. is especially significant because this is the 
first Army-Navy ‘‘E’’ to be awarded to a West- 
ern manufacturer of medical ‘supplies. Don 
Baxter, Ine., it will be recalled, was the first 
manufacturer of ready-to-use intravenous solu- 
tions, and the modern ‘‘closed systems’’ of 
blood transfusing and preparing plasma are 
Baxter developments. 


In accepting the award, Emery S. Beardsley, 
President and General Manager of Don Baxter, 
Ine., pointed out that while serving the Army 
and Navy with distinction, the company con- 


‘tinues to meet fully the ever-increasing re- 


quirements of civilian hospitals and medical 
centers in the West. 


DR. ARTHUR STOLL GIVEN DEGREE 

The faculty of medicine of the University of 
Berne has conferred the degree of doctor of 
pharmacy, honoris causa, on Dr. Arthur Stoll, 
Sandoz Chemical Works, Inc., of Basle, Switzer- 
land, in recognition of his contributions to the 
chemistry of medicinal plants. Dr. Stoll was 
first to deseribe new methods to isolate active 
principles of drugs heretofore available only in 
the form of unstable galenicals. The isolation 
in pure form of such principles has not only 
widened their therapeutic application, but has 
opened entirely new indications owing to spe- 
cific actions not obtainable with the crude drug 
(i.e. ergotamine). This is the first time the 
faculty of medicine of the University of Berne 
has conferred this honorary degree. 


Salesman wanted by large, well-known, long es- 
tablished house to sell medical and hospital sup- 
plies and drugs. Large stocks and excellent inside 
house service. Excellent opportunity. Box 9c, 
Southwestern Medicine. 
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Secretary-Treasurer 
COUNCILLORS 
Carl Mulky, M. Albuquerque, New Mexico 
Cc. A. Miller, M. D Las Cruces, New Mexico 
H. A. Miller, M. D Clovis, New Mexico 
R. I. Bradley, M. D Roswell, New Mexico 
Cc. B. Elliott, M. D._.. Raton, New Mexico 
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EL PASO COUNTY (TEXAS) SOCIETY 


J. E. Morrison, M. D. 


F. O. Barrett, M. D. 
President 


Vice-President 


Cc. F. Rennick, M. D. 
Secretary-Treasurer 


W. E. Vandevere, M. D. 
President-Elect 


FOR YOUR 
Printing Needs 


Phone 3-6300 


A. C. Taylor Printing Co. 


142 South Central Ave. 


Phoenix, Arizona 
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